recurrence has taken place in some fifteen years though only part of the vertical depth of the jaw was removed. In the maxilla a large cyst may press the antrum upwards till it is a mere slit beneath the orbit. This may be suspected when in the case of a large cyst no blood comes from the nose during operation. In these cases as large an opening as is practicable and drainage for one or two years will be needed. Not uncommonly a cyst projects into the antrum or even fills its cavity. In such cases blood will come from the nose when the deeper part of the cyst membrane is detached. Drainage for a considerable time will then be needed to allow of regeneration of the antral ciliated epithelium and to allow the true cyst cavity to contract. After a time the case should be treated as a healing case of antral suppuaration and the mouth wound allowed to close when the whole bone cavity appears healthy.
The wider the bone can be excised and'the less cavity there is left the quicker will be the healing, indeed some few saucer-shaped cavities may be left to heal by first intention, but efficient and prolonged drainage will secure success with an opening far less than the ideal. This fact is sometimes of great use in preserving teeth which would have to be extracted to extend the opening, or in avoiding facial deformity. The best means of securing drainage is to make at once a vulcanite plug to fit the opening. This can be moulded in the mouth in soft " Stent's" to the desired shape and size and the " Stent's" plug at once fiasked. Till the plug is made the opening must be kept packed -deep plugging is not wanted. For syringing, 10 grm. sod. bicarb. to the ounce of 1-80 carbolic lotion is as good as anything I know of. The sod. bicarb. washes away blood, mucus, &c., and the carbolic acid 1-80 is inhibitant of germ growth.
Mr. HOWARD MUMMERY.
As the clinical aspects of the question will, I amr sure, be fully presented this evening I propose to confine my remarks chiefly to the microscopic structure of cysts. The predominance of certain cells and the arrangement of the elements of the growth seem to be more varied than we have generally been led to suppose and I would like especially to draw attention to these variations. The essential elements of granulation tissue, of which these growths are built up, are endothelial cells, and fibroblasts or connective tissue cells. In the great majority of cases epithelial cells are present in more or less abundance and inflammatory products are also included. Among the inflammatory products we include leucocytes from the blood, wandering cells (chiefly tissue cells), plasma cells, and degeneration products as fat, cholesterin, and calcified substance.
The Endothelial Cells.-These form the walls of the delicate embryonic blood-vessels found in granulation tissue, but besides forming the walls of blood-vessels they are also found free in the tissue and have been seen to thrust out pseudopodia and seize bacteria and it is even held by Adami (2) The mononuclear leucocyte which ingests red blood corpuscles, fat and other foreign bodies, and (3) The lymphocytes, from which the mononuclear leucocytes are in all probability derived. These are seen in great abundance, but they are not phagocytic or amoeboid, and whether they have any chemical action is still uncertain.
The eosinophil leucocyte appears to be but rarely present in these growths.
The Plasma Cell.-Another cell which forms a very large proportion of the cellular elements of granulomas is the plasma cell. These cells are easily recognized by their form and the appearance of the nucleus. They are larger than lymphocytes but vary considerably in size, and are generally considered to be derived from lymphocytes by a " modification of their nucleus and protoplasm "; they are slightly amoeboid and have an excentric nucleus. This nucleus is divided into masses at its periphery, giving it a wheel-like appearance; a clear halo generally surrounds the nucleus and scattered granules, which usually accumulate at the margins of the cell, are found in the cytoplasm. From their great abundance in granulation tissue it seems evident that they must have some important function, and although they cannot take up foreign substances into their interior they probably produce a digestive ferment which acts upon toxins and degeneration products. Romer, in the article on " Granuloma " in Scheff's "Handbuch" (1909), divides these growths into epithelium-containing granulomata and pure connective tissue growths, in which latter, he says, not a trace of epithelium is to be found. In the first class, cysts arise through degeneration of the epithelium, whilst pure connective tissue granulomata, according to Romer, never become cystic. The existence of a dense fibrous connective tissue investment is characteristic of all these growths; it bounds the whole structure and binds it firmly down to the root of the tooth. In some forms, especially the connective tissue forms, a strong development of endothelium is found, and Romer calls these endothelial granulomata, and further he calls myxoid those in which mucoid tissue is found. But endothelial cells and fibroblasts are, as we have seen, the most constant cells in granulation tissue, so that the distinction of a separate class of endothelial granulomata scarcely seems advisable. The myxoid granulomata can also hardly be accepted as a distinct class as they are only probably to be looked upon as a degeneration form. The chief distinction made appears to be into those which contain epithelium and those which contain none. In the cases examined by Romer he found the proportion of growths which contained no epithelium to the epithelial growths to be as 8 to 19.
I have not found a single case in which no epithelium was present, but I have not had the opportunity of examining so many of these growths as the author quoted. It is possible, however, that in an examination of the sections small. masses of epithelium m'ay have been missed. In one or two cases I could detect none at first, but further sections revealed epithelium in some abundance. In many cases in which there has been extensive suppuration in the neighbourhood, we can easily understand that the epithelium may have been lost.
Professor Partsch, in a paper read at the Fifth International Dental Congress, states that the cystic degeneration of a granuloma takes place in the connective tissue and not in the epithelium, and that this is the case in the epithelial as well as in the connective tissue granulomatahe says he bases this statement on the examination of over 300 cysts. It certainly seems difficult to understand how this can be the case. The cyst cavity is usually surrounded by epithelium, and epithelial cells are seen lying in the lumen, which have evidently undergone degeneration and vacuolation. The only clefts in the connective tissue portion of the growth have been those produced by the abundant cholesterin crystals, which have been dissolved out in preparing the section, for these cholesterin crystals are often scattered throughout the growth to which they give a very characteristic appearance. The clefts or separations between the connective tissue fibres appear in this case to be due to the crystallization taking place between them.
In an interesting paper on alveolar abscess, by K. H. Thoma, in the Dental Cosmos for 1918, the author thus accounts for dental cysts in which no epithelium is found. He says: " The presence of epithelium is not constant in the periodontal membrane, and therefore is not regularly found in the dental granuloma." But, surely, Malassez's rests are always seen in more or less abundance in the membrane, and as the dentine of the root cannot be formed without the epithelial sheath of Hertwig, epithelium must be constantly present in the periodontal membrane. 
